Background. Antimicrobial inappropriateness is highly contextual and dynamic, depending not only on the patient's disease condition but also the information available at the time. To estimate the extent to which antimicrobials could theoretically be decreased with antimicrobial stewardship, we sought to capture unnecessary inpatient antimicrobial use in context over time as manifested in the electronic health record in Veterans Affairs (VA).
Methods. We extracted antimicrobial use, administrative, admission, and laboratory data from all acute care VA medical centers between 2010 and 2016. Information present during Choice (hospital day [HD] 1-3), Change , Completion (HD 6-7), and Post-completion (thereafter) was used to determine context. All antimicrobial use without any documented infection was considered unnecessary (admission, discharge, or otherwise). Choice Anti-MRSA agents were considered unnecessary in cellulitis without history of or current positive culture for MRSA. Choice HOMDR agents were unnecessary in cellulitis without history of positive culture for ceftriaxone-resistant Gram-negative rods. Also unnecessary were broad-spectrum antimicrobials (anti-methicillin-resistant Staphylococcus aureus [MRSA] and hospital-onset multidrug-resistant [HOMDR] organisms antimicrobials as defined by the National Healthcare Safety Network) administered without evidence of multidrug-resistant organisms existed during Change and Completion time frames.
Results. Figure 1 demonstrates the distribution of facility proportions of unnecessary antimicrobials of different classes over time. Table 1 illustrates the percentage of unnecessary antimicrobials administered during choice, change, completion, and post-completion time-frames.
Conclusion. By this measure, unnecessary anti-MRSA and HOMDR use has been decreasing in VA over time. The bulk of unnecessary use is empiric but there is a substantial proportion that is used for longer stays, during which time more information was likely present. More research is necessary to determine how well these simple rules correlate with clinical determinations of appropriateness. Also ICD-10-CM was implemented in October 2015, which may have introduced an ascertainment bias. Methods. Scoping review to explore (1) interventions to enhance nurses' role in optimizing antibiotic use in the inpatient and nursing home (NH) settings and (2) measures to quantify intervention impact. We searched the PubMed, CINAHL, Embase, and Cochrane Library databases for articles published between 2005 and October 2017. We included studies that targeted clinical nurses to improve the appropriateness, timing, and duration of antibiotics. Two researchers reviewed titles, abstracts and extracted data from eligible full-texts.
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Results. Sixteen studies met inclusion criteria (figure). Among studies, 10, 5, and 1 were conducted in the NH, inpatient or several settings, respectively. Nearly all studies (N = 15) incorporated nurses into interprofessional efforts to improve antibiotic use. Thirteen studies aimed to improve antibiotic appropriateness. Of these, six educated nurses in culturing technique and/or appropriateness; five educated nurses in antibiotic treatment guidelines; and two incorporated nurses into audit and feedback mechanisms. Six studies aimed to improve the timeliness of antibiotic administration. Of these, all included education on the importance of prompt antibiotic administration; two improved antibiotic availability and one enabled nurses to administer antibiotics before a provider's evaluation. Two studies, both conducted in the NH, aimed to improve the duration of antibiotics by having nurses track the days of antibiotic therapy or remind prescribers to use treatment guidelines. Nonprescribing outcomes (e.g., timeliness of culture specimens and antibiotic administration, etc.) were evaluated in seven studies and significant improvements were consistently found. Prescribing outcomes (e.g., antibiotic use, appropriate antibiotic use, etc.) were evaluated in 12 studies and eight studies identified significant improvements.
Conclusion. Nurses may successfully contribute to improved antibiotic use. Further research is needed to clarify the nurses' role in ASPs and to develop validated measures of nurses' contributions.
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No reported disclosures. Background. Antibiotic utilization in skilled nursing facilities (SNFs) varies widely and the factors responsible for this variation remain poorly understood. Staff retention and leadership stability in SNFs has been associated with a number of important resident and facility outcomes but the relationship to antibiotic utilization has not been examined previously. Data collected as part of an ongoing study of an antibiotic stewardship intervention in SNFs in two states provided an opportunity to explore the relationship between these facility characteristics on baseline antibiotic utilization in SNFs participating in this study.
Clinical Staff Retention and Leadership Stability and Antibiotic Utilization in Nursing Homes
Methods. Twelve months of pre-intervention data on antibiotic use were abstracted from pharmacy records in nine SNFs in Wisconsin and Pennsylvania. Baseline SNF characteristics were collected. The analysis focused on four clinical nursing variables: (1) director of nursing stability (1 = tenure? 5 years); (2) RN and LPN retention (1 = retention ≥ median of 79.5); (3) CNA retention (1 = retention ≥ median of 77.3); and full-time infection control practitioner (1 = works 50% of time or more). Measures of overall antibiotic utilization, including antibiotic starts (AS) and days of therapy (ADT) per 1,000 resident days, were calculated for each SNF over a 12-month baseline period. A GLM repeated-measures analysis explored the differences for the dichotomous variables where 1 is a Yes response.
Results. GLM analysis results shown in the table below indicate that SNFs with a full time ICP had significantly fewer ADT and fewer AS with higher RN/LPN retention. Antibiotic Starts (AS) Antibiotic Days of Therapy (ADT) DON Leadership Stability (µ = 0.74, P = 0.37) (µ = 3.85, P = 0.66) RN/LPN retention (µ = −1.53, P = 0.04) (µ = −13.62, P = 0.11) CNA retention (µ = −0.55, P = 0.53) (µ = −11.44, P = 0.20) Full time ICP (µ = −1.44, P = 0.051) (µ = −15.75, P = 0.04).
Conclusion. Our study shows that RN/LPN staff retention and having a fulltime ICP are associated with lower rates of antibiotic use in SNFs. Future studies should examine how these attributes exert influence on provider antibiotic decision-making. Nevertheless, our results suggest that ongoing efforts to improve staff retention, if successful, will positively impact the quality of antibiotic prescribing in SNFs.
Disclosures. All authors: No reported disclosures. Background. In 2016, an academic detailing (AD) intervention took place in 115 nursing homes in British Columbia. AD meetings, attended by physicians, nurses, and nursing home staff, were organized to reduce unnecessary antibiotic treatment of urinary tract infections (UTI), and in particular, asymptomatic bacteriuria. Meta-analysis of AD indicates general effectiveness for creating small prescribing changes; however, there are no large-scale evaluations of AD for nursing home antimicrobial stewardship (AMS).
Interrupted Time Series Analysis of a Population-Level Academic
Methods. UTI-linked prescriptions for nursing home residents were extracted from Pharmanet, an administrative database of prescriptions dispensed in community pharmacies. Changes in the days of supplied (DOS) prescriptions were assessed with an ecologic interrupted time series analysis. Eighty-two local health areas (LHAs) were included with 50 intervention LHAs (61%). The study period was June 2015 to March 2017 and the intervention began on July 2016. Multilevel segmented regression was used for statistical analysis.
Results. During the study period, 9,822 residents received 23,141 UTI-linked prescriptions. Intervention and control had an overall average of 101 and 15 DOS, respectively. Both intervention and control had a decreasing pre-intervention trend (average of −1.4 and −0.2 DOS per month, respectively). While the expected post-intervention rate for the intervention group was −1.1 [−1. Conclusion. In this pragmatic ecologic evaluation, AD was associated with reductions in UTI-coded antibiotic prescribing. The lack of large-scale AMS studies in nursing homes has hindered AMS implementation in this setting. Thus, these preliminary results address a key gap in the AMS literature. Further evaluation of this intervention with a multiple baseline design is warranted.
Disclosures. All authors:
No reported disclosures. 
A Systems Approach to Nursing Home Antimicrobial Stewardship

